Purpose: Only a small fraction of patients with gastroesophageal reflux disease (GERD) harbor Barrett's esophagus. The aim of the study was to identify potential risk factors for the appearance of Barrett's esophagus in reflux patients. Methods: Outpatients from a gastroenterology clinic who underwent endoscopy, esophageal manometry, and 24-hour pH-metry were recruited into a case-control study. Chi-square and t-test were used for univariate comparisons. Multiple linear regressions were used to assess the joint influence of several parameters on the length of Barrett's esophagus. Results: The case population consisted of 256 GERD patients with Barrett's esophagus, while the control population consisted of 229 patients with non-erosive reflux disease. As compared to non-erosive reflux disease, Barrett's esophagus was associated with significantly more reflux episodes per 24 hours (106 -85 vs. 53-37). Barrett's esophagus was significantly more common among subjects with hiatus hernia (76% vs. 36%), whites (96% vs. 85%), and smokers (87% vs. 76%). In the multivariate regression, frequent reflux episodes, hiatus hernia, smoking, and alcohol consumption were also significant risk factors for an increased length of Barrett's mucosa. Total esophageal mucosal acid contact time of pH Ͻ4 was a significant risk factor for the length but not the presence of Barrett's esophagus. Intake of aspirin or NSAIDs were similar in patients with and without Barrett's esophagus.
Purpose:
The pulmonary symptoms of patients with lung disease may be ascribed to gastroesophageal reflux, although a causal relationship between acid reflux and coughing or wheezing has not been proven. Does cough cause reflux or does reflux cause cough? The aim of this study was to evaluate, using 24-hour esophageal pH-monitoring, the temporal association between acid reflux and coughing or wheezing in a asthmatic patients. Methods: A random group of 128 asthmatics from the outpatient clinics underwent esophagogastroduodenoscopy, esophageal manometry, and 24-hour esophageal pH-monitoring. Three possible temporal relationships between the occurrence of acid reflux and the occurrence of coughs or wheezes were evaluated: 1) pulmonary symptoms, i.e. coughing or wheezing, preceding reflux; 2) reflux preceding pulmonary symptoms; and 3) unrelated occurrence of both events. Results: Of 128 asthmatics, 53 recorded 5 or more coughs and 19 recorded 3 or more wheezes during the 24-hour recording period. The mean acid contact time was similar in asthmatics with and without pulmonary symptoms (12.2% Ϯ 1.2% vs. 10.4 Ϯ 0.6%). Of all coughs and wheezes 46% and 48%, respectively, were associated with acid reflux. Acid reflux preceded coughing seven times more frequently than coughing preceded reflux. For the individual asthmatic, the likelihood of reflux-induced coughing increased as the number of coughs increased.
Conclusions:
Half of all coughs and wheezes in asthmatics are associated with acid reflux into the esophagus. While an occasional coughing episode can lead to reflux, it is rather the reflux episode in the vast majority of instances that leads to cough. Purpose: Histologic markers of reflux include squamous hyperplasia, intraepithelial neutrophils and eosinophils, and intracellular edema (balloon cells). Spongiosis commonly seen in cutaneous injury, could also occur in esophageal injury. Furthermore, because spongiosis is present in some skin diseases (e.g. contact dermatitis) but not others (e.g. most drug reactions), esophageal spongiosis could correlate with specific types of esophageal mucosal injury. Methods: Retrospective blind analysis of 212 patients with foregut symptoms. All underwent esophagogastroduodenoscopy plus biopsy, 24-hour pH monitoring and manometry. Intercellular edema was graded semiquantitatively: 0 ϭ none; 1 ϭ patchy separation of cells; 2 ϭ diffuse separation of cells; 3 ϭ diffuse separation with disruption of intercellular bridges; 4 ϭ massive edema with intraepithelial lakes. Results: There were 114 males and 98 females. The mean (ϮSD) for the age and weight was 47 years (16.6) and 181.6 pounds (41.9) respectively. The presenting symptom was heartburn (n ϭ 111); chest pain (n ϭ 12); regurgitation (n ϭ 17); pulmonary (n ϭ 9); dysphagia (n ϭ 25); epigastric pain (n ϭ 6) and nausea (n ϭ 2). 112 patients had no spongiosis; spongiosis was grade 1 in 64, grade 2 in 22, grade 3 in 11 and grade 4 in 3. Spongiosis (any grade) was noted in 48% of patients with acid reflux on 24-hour pH monitoring, but was also seen in 46% of those without acid reflux. There was a similar lack of correlation between spongiosis and alkaline reflux. Higher grades of spongiosis were seen in patients with large numbers of intraepithelial eosinophils. Conclusions: Some degree of spongiosis was seen in 42% of patients presenting with foregut symptoms. Spongiosis does not appear to correlate with pH-probe evidence of acid or alkaline reflux. US and European studies report increasing incidence of esophageal AC in white men. However, none has reported any change in AC among blacks. Purpose: We sought to identify any changes in the demographics of esophageal cancer (EC) in one region. Methods: We reviewed the records of 326 patients with EC diagnosed from 1987 to 1998 at two hospitals in Little Rock, AR. Patients were then divided into three 4-year cohorts and demographics, histology, tumor site and stage, and survival (months) recorded. Categorical data among the cohorts were analyzed using 2 ; survival using log-rank test. -Vol. 95, No. 9, 2000 
